A 45-year-old white man presented to the emergency department because of fever and fluctuating neurological symptoms including weakness and sensory loss of the right limbs. Six weeks before admittance, the patient had undergone percutaneous transcatheter ablation of drug-refractory atrial fibrillation. Laboratory examination showed markedly elevated white cell count and inflammatory markers, as well as moderately increased cardiac troponin T; however, no chest pain or gastrointestinal symptoms were reported, and the ECG was normal. Computed tomography (CT) scan of the chest revealed a fistula between the left atrium and the esophagus (Figure, A and B) 1 ; the abdominal CT scan showed multiple renal and splenic infarctions. Subsequent cerebral magnetic resonance imaging revealed left temporoparietal and multifocal occipital ischemia and infarction. Together, these findings indicated diffuse embolic events. Intravenous antibiotic treatment with ampicillin/ceftriaxone was initiated, and neurological symptoms partially resolved over the next 48 hours. Subsequently, the patient underwent cardiac surgery, during which a 1.5-cm perforation of the posterior wall of the left atrium was found contiguous to myocardial necrosis (Figure, C) near the right lower pulmonary vein. Repair was accomplished with a 4ϫ3-cm oval gluteraldehyde-fixed bovine pericardial patch. The esophageal fistula (Figure, D) was repaired with a direct suture. One week after operative repair, the atrioesophageal fistula (AEF) was reevaluated by CT scan of the chest, on which no extravasation of contrast from the esophagus was documented. The CT scan of the brain showed a significant reduction of cerebral damage. The patient survived without severe neurological deficits.
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AEF is a rare but life-threatening complication of percutaneous catheter ablation, 2 with a mortality rate of 80%. 3 AEF after radiofrequency ablation for atrial fibrillation has a median time to appearance of 15 days, 3 and a long period of latency may hamper the diagnosis. However, if an AEF is suspected, CT scan of the chest is the recommended diagnostic tool because transesophageal echocardiography was reported to be detrimental. 3 Because most of the patients die of neurological complications, we suggest that empirical antimicrobial therapy with high blood-brain barrier permeability should be initiated immediately in individuals with suspected AEF.
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